Within two weeks the patient had developed typical multiple vegetative lesions together with multiple bullae and painful erosions of the buccal mucosa.
He was admitted to the East Surrey Hospital and treated as follows:
(1) Sulphapyridine.-1 gramme four-hourly until 117 grammes were given. He improved steadily-after an initial lag period of fourteen days-but relapsed completely within seven days of the drug being withdrawn. He exhibited no toxic symptoms and the blood picture, which was normal, remained so.
(2) Stovarsol.-6 grains after breakfast and 4 grains after the evening meal in courses of three days-separated by three-day intervals. Again he improved only to relapse after the tenth course despite the fact that the stovarsol was continued. He displayed no intolerance and there was no depression reflected in his blood picture-he was given anahaemin throughout.
The deterioration continued and sulphapyridine was exhibited but he was now intolerant with violent vomiting and anorexia.
It was therefore decided to treat him with aureomycin, one capsule (250 mg.) twice daily. The response was prompt. Within four days the skin was clear and within seven days the buccal mucosa was of normal appearance.
He has now been treated for twenty-two days. (One ampoule twice daily for fifteen days and three ampoules daily for seven days.) There have been no toxic symptoms neither has relapse taken place. POSTSCRIPT (July 1950) .-This patient relapsed within three weeks and despite a further course of aureomycin (5,000 mg. in twenty-four days) he showed no improvement.
Another patient treated along similar lines with aureomycin made a prompt and complete initial response only to relapse within four weeks.-A. Y.
Dr. C. H. Whittle: We have had a man with pemphigus vulgaris who was also treated with sulphapyridine without effect. We then gave aureomycin in doses of 2 grammes daily, and after the first forty-eight hours he felt much better and the blisters ceased to appear. This good result lasted five or six days, but in spite of continuing the aureomycin blisters began to appear again and he died ten days later (Whittle, 1950, Lancet (i), 139). Our patient had hemorrhages into the blisters from the first and estimations showed complete absence of vitamin C in his plasma; he was in fact in a subclinical scorbutic condition. With vitamin C in large doses the heemorrhagic character of the lesions cleared, but his condition appeared otherwise unaffected.
Dr. Brian Russell: I have recently treated a patient suffering from severe erythema multiforme (the Stevens-Johnson syndrome) with aureomycin. The temperature rose and the general condition deteriorated so that it was not considered justifiable to continue. Dr When first seen (11.7.40) he presented numerous hard tumours on the occiput and several pigmented nevi on the trunk. He was treated by applications of thorium X and CO2 snow.
Section of one of the occipital tumours on 2.9.40 showed: "Epidermis very thin and devoid of papillE. Tumour is situated in the corium and consists of round and irregular cells arranged in alveoli. Many of the superficial cells show granules of melanin." / He was not seen again until 22.8.49. The lesions on the occiput had remained flattened and quiescent until three years previously when they had commenced to increase in size and number. Present condition.-He now shows a mass of very hard tumours covering the occiput (Fig. 1 ). There are also numerous similar pin-head to pea-sized tumours on the chest, back and upper arms, and several pigmented moles in the same regions.
FiG. 1.-Neurofibromatous nxvus.
Histology of tumours from scalp and flank (29.10.49): "Sections of each specimen show the structure of a pigmented mole with many nmvus cells (mostly non-pigmented) arranged in nests, in columns and diffusely, lying in a rather dense collagenous stroma, covered by intact epidermis whose basal layer shows a variable amount of pigmentation and in places fraying and the development of intra-epidermal nxvus cells (Fig. 2 ). In the deeper parts of the tumours there is a tendency to a whorled neurofibromatoid structure as well as some angioma-like multiplication of capillaries" (Fig. 3) . W.R. negative. No relevant family history. Comment.-The case described by Lipman Cohen (1945) appears to be very similar both clinically and histologically. The history of this case is particularly interesting in that nevus cells and neurofibromatoid elements are present in both the scalp and trunk lesions. Attention was first drawn by Soldan (1899) and later by Masson (1926) to the association of pigmented moles with local neurofibromatoid changes. Willis (1948) is of the opinion that these changes together with the angiomatous character of the capillaries are manifestations of disturbed development of all the ingredients of the skin.
My thanks are due to Dr. Cardew for the photograph and to Dr. Clay for the histology.
